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HMIS FACE SHEET RECORD UPDATE 

This information must be updated within the Face Sheet record only 

*EFFECTIVE DATE UPDATE TYPE 

______/______/______  General                                  Annual                     Discharge 
 

*FIRST NAME MIDDLE NAME *LAST NAME (and Suffix) 

   
 

*INCOME FROM ANY SOURCE (monthly) 

 No  Yes  Client Doesn’t Know  Client Refused  Data Not Collected 

IF YES: 

 Earned Income .......................................................... $_______  Unemployment Insurance ..................................... $_______ 

 SSI ............................................................................ $_______  SSDI ..................................................................... $_______ 

 VA Service-Connected Disability Compensation ...... $_______  VA Non-Service Connected Disability Pension..... $_______ 

 Private Disability Insurance ....................................... $_______  Worker’s Compensation ....................................... $_______ 

 TANF ........................................................................ $_______  General Public Assistance .................................... $_______ 

 Retirement from SSA ................................................ $_______  Pension or Retirement from former job ................. $_______ 

 Child Support ............................................................ $_______  Alimony or Other Spousal Support ....................... $_______ 

 Other ......................................................................... $_______ 

 

*NON-CASH BENEFITS FROM ANY SOURCE 

 No  Yes  Client Doesn’t Know  Client Refused  Data Not Collected 

IF YES: 

 SNAP  Special Supplemental Nutrition Program for Women, Infants and Children 

 TANF Child Care Services  TANF Transportation Services  Other TANF Funded Srvcs 

 Section 8, Public Housing or Other Ongoing Rental Assistance  Temporary Rental Assistance 

 Other Source 
 

*COVERED BY HEALTH INSURANCE 

 No  Yes  Client Doesn’t Know  Client Refused  Data Not Collected 

IF YES: 

MEDICAID ...............................................................  No   Yes MEDICARE ..........................................................  No   Yes 

State Children’s Health Insurance Program .............  No   Yes VA Medical Services ............................................  No   Yes 

Employer provided Health insurance .......................  No   Yes Health ins. via COBRA ........................................  No   Yes 

Private Pay Health Insurance ...................................  No   Yes State Health Ins. Adults .......................................  No   Yes 

Indian Health Services .............................................  No   Yes Other (if yes please specify_______________)...  No   Yes 

 

*DOMESTIC ABUSE VICTIM/SURVIVOR 

 No  Yes  Client Doesn’t Know  Client Refused  Data Not Collected 

IF YES: 

When Experience Occurred: 

 Within the past 3 months       3 to 6 months ago     From 6 to 12 months ago       

 More than a year ago            Client Doesn’t Know  Client Refused        

 Data Not Collected 
 

Are you currently fleeing? 

 No                                      Yes      

 Client Doesn’t Know          Client Refused           

 Data Not Collected 

 
  

 

 

 

 

 

 

 

 

 

 

 


